A specific methodological problem arises in the follow-up of telephone crisis-centre clients because those who choose to remain anonymous cannot be included in the follow-up group. It is therefore important to try to determine if there are some ways in which the anonymous group is not representative of the total sample (l).
Only two empirical investigations have been devoted to the subject of anonymity in suicidal telephone calls to suicide prevention centres or crisis centres. Tabachnick and Klugman (5) studied the differences between anonymous and non-anonymous suicidal calls with respect to objective or demographic variables, dynamic variables (pertaining to the precipitating stress factors and feelings expressed by the callers and the reactions of the counsellors) and the outcome of contact with the centre. They found that on the objective variables, the anonymous group was generally older, more male and more 'unattached' (living alone), than the non-anonymous group. In regard to the dynamic variables, the anonymous group had a higher percentage of calls in which the caller felt frustrated, attempted to irritate the counsellor, and was rejected by him. As for the outcome of contact with the centre, the anonymous group accepted the counsellors' recommendations and invitation for a personal interview far less frequently than did the non-anonymous group. Tabachnick and Klugman speculated that the role of anonymity in suicidal calls hinges upon the issue of power. They argued that these callers were frustrated because they felt that they had been manipulated and demeaned by powerful people in their lives. Seeking to redress their feelings of lowered selfesteem by asserting their own power, they attempted to frustrate the counsellors as they themselves had been frustrated.
Using a modified version of Tabachnick and Klugman's method, Wilkins (8) investigated the differences between anonymous and non-anonymous suicidal calls on the same objective and dynamic variables. In contrast with Tabachnick and Klugman's findings, Wilkins discovered that on the objective variables there were more females than males and more 'attached' than 'unattached' callers in both groups. On the dynamic variables Wilkins found that only a small percentage of anonymous callers felt frustrated, and none attempted to irritate the counsellors. Furthermore, there were no significant differences between the two groups on the dynamic variables. Thus, Wilkins clearly failed to corroborate the differences between anonymous and nonanonymous suicidal calls reported by Tabachnick and Klugman.
In all likelihood the methodology employed in these two studies was an important factor in accounting for the differences in outcome. Wilkins (8) and Tabachnick and Klugman (6) have exchanged criticisms of each other's methodology. The measurement of the all-important dynamic variables was extremely subjective in these two studies, and therefore prone to contamination. The use of existing content analytic techniques (2, 4, 7) , which have been shown to be highly reliable methods of measuring different aspects of a person's verbal behaviour, is advocated, especially if it is possible to tape-record telephone conversations between the callers and the crisis counsellors. Lacking the resources to perform such an analysis this study focused mainly on the differences between anonymous and nonanonymous suicidal calls and callers on objective variables. The objective questions fell into three general classes: descriptive aspects of the calls and callers, including the time and length of the calls, and their sex and age; questions dealing with the suicidal state and their suicidal history; and questions pertaining to the role of 'significant others' at the time of the suicidal call. Also, two dynamic questions regarding the precipitating stress and the feelings expressed by the callers were examined, although the method of coding these questions differed considerably from that used in the two previous studies. Finally, this study differed from the previous ones in regard to the definition of anonymity, and in the fact that repeated calls by the same person (not just initial calls) were considered.
Method

Setting
Klinic is a free health clinic, serving the Greater Winnipeg area, staffed by medical personnel, psychologists and para-professional counsellors. It provides free services in the following areas: medical and dental; 24-hour telephone counselling; 24-hour crisis intervention and emergency transportation; and longterm counselling. Welcoming people from all t Details and tabulated results are available from the authors on request.
walks of life with all types of problems, Klinic espouses the philosophy that people should be treated as people, not as 'patients', and that service is most effective when delivered immediately and in an informal manner. Contacts with Klinic can be made by either telephoning or going to the centre. The course to be followed with each caller is left to the discretion of the individual counsellor.
Subjects
A 'subject' is normally thought of as an individual person, defined according to predetermined characteristics, but in this type of study it is not possible in all cases to know how many 'people' are responsible for the anonymous 'calls'. For the sake of consistency, the unit of study (the 'subject') used here is the call, although it is known that some people made two or more calls.
There were forty-nine calls to Klinic from 6 June to 3 July 1973 inclusive, in which the callers either talked about some suicidal phenomenon in themselves or indicated that they had recently committed some self-destructive act. An anonymous call was defined as one in which the caller would not divulge his or her surname, given name and address. There were twelve anonymous and thirty-seven nonanonymous suicidal calls.
Procedure
Before 6 June 1973 the staff members of Klinic were informed that the research project was concerned with the subject of anonymity in suicidal contacts, and were instructed in the use of an appropriate form. No mention was made of previous findings in this area or of possible experimental hypotheses.
Resultst
There was little difference between the anonymous and non-anonymous groups on the general descriptive aspects of the calls and callers, nor between the two groups with respect to age, sex, previous contact, time of the call, length of the call and day of the call. While the chi-square test of association revealed no significant difference between the two groups in regard to their living arrangement (X 2 = 1.38, df = 3, p = 0.7), a greater percentage of anonymous callers were living alone.
There were no significant differences between the two groups with respect to previous suicide attempts, present suicide attempt, suicide risk (as judged by Klinic counsellors), and the specificity of the suicide plan. In 50 percent of the anonymous calls, the caller made no mention of a suicide method but it was found that the majority had access to suicidal means. In one-third of the anonymous calls it was not known whether the person had access to suicidal means. Chi-square analysis showed this trend to be approaching significance (X 2 = 6.22, df= 3, p = .10).
Two questions concerning the role of 'significant others' at the time of the suicidal call were examined. Fisher's exact test revealed a tendency approaching significance for anonymous callers to have been more likely to have made contact with Klinic themselves (p = .08). Eight of the contacts, two anonymous and six nonanonymous, were 'drop-ins' and were therefore excluded from this analysis. All the anonymous calls came from the suicidal callers themselves, while 29 percent of the non-anonymous calls were made by a 'significant other' of the suicidal person. Chi-square test of association revealed a significant difference between the two groups as to whether there was someone with the person at the time of the call (X 2 = 14.03, df = 3, p = 0.003). The majority of anonymous callers were either alone, or it was not known if there was someone with them.
The dynamic questions dealt with the precipitating stress factors and feelings expressed by a caller. Statistical analysis was inappropriate for these questions, since the categories were not mutually exclusive.
'Loss of a loved one' and 'medical, drug or alcohol problem' were judged to be the predominant stress factors for the nonanonymous group, while 'loneliness' and other problems -'paranoia' and 'sexual problems' -were judged to be the main stress factors for anonymous calls. 'Loss of a loved one' was checked rather often for the non-anonymous group because one person who called seven times was thought to have been prompted to do so for this reason. If multiple calls were considered only once in the analysis, the predominant stress factors would be 'medical, drug, or alcohol problems' for the non-anonymous group and 'loneliness' for the anonymous group.
'Depression' was judged as the predominant feeling expressed in calls by both groups of callers.
Discussion
It is difficult to make inferences from such a small sample. On the majority of measures used in this study, the anonymous calls did not seem to differ from the others, but some characteristic differences did emerge. One factor which appears to run consistently through many of the questions is the 'aloneness' of anonymous callersthey were more likely to have contacted Klinic themselves, more likely to have been alone at the time of the call, and to have been prompted to call Klinic because they were lonely. These callers appeared to provide less information and were less likely to have mentioned a specific suicide method (as distinct from plan), or to have revealed whether they had access to the means for suicide, and whether they mentioned if they were alone. Anonymous callers were either withholding more information than non-anonymous callers, or the counsellors felt that the callers would be upset if they were to ask probing questions.
It was not found that anonymous callers were frustrated, as Tabachnick and Klugman (5) reported, and this may be because they were lonelier, were afraid to disclose information about themselves to a telephone counsellor, and tended to react defensively when questioned. Their tendency to 'hold back' may account for Tabachnick and Klugman's counsellors being inclined to withhold sympathy and support because they felt the caller's intention was to frustrate them. The counsellors may have become frustrated because they were placed in the doublebind situation of someone calling for help but not making any cooperative efforts to be helped. Commenting on Tabachnick and Klugman's findings, Wilkins cogently observes that " . . . because no-name callers provide less information generally for the interviewer, it seems on the face of it that the interviewer's response would more likely be one of frustration or even anger, and that he might also infer that the caller's intent was to elicit his anger. "
If the position of the anonymous caller is understood in terms of an approachavoidance conflict towards being involved in a helping relationship with another person, then the function of anonymity in a suicidal call is seen as a means by which the caller can distance himself from the counsellor. Also pertinent are Jourard's (3) findings on the reciprocity of selfdisclosure. In numerous studies Jourard has demonstrated that the more one selfdiscloses to another, the more likely one is to receive self-disclosure in return.
Anonymity in suicidal calls is indicative of the caller's ambivalence toward being helped. Perhaps because of previous difficulties in interpersonal relationships, anonymous callers were afraid of being helped. They refuse to give their names because they want to 'feel the other person out' to see if they can trust that person. A counsellor's best approach in dealing with an anonymous caller is for him to be in touch with his own feelings (realizing that the reason he may feel upset or frustrated is because the person does not trust him enough to reveal his name or other information) and to be warm and empathic in order to gain trust. This approach will be most successful in encouraging an anonymous caller towards accepting full-scale therapeutic involvement.
The results of this study suggested differences between anonymous callers and others in certain respects, but follow-up studies of telephone crisis-centre clients are not likely to be seriously invalidated by the absence of the anonymous group from any follow-up sample.
Further research on the subject of anonymity in suicidal. calls is needed. Important gains could be made if contentanalytic techniques were used to investigate such aspects of the callers' and the counsellors' verbal behaviour as personal self-disclosure and hostility.
Summary
In follow-up studies of telephone crisis centres the clients who choose to remain anonymous cannot be included in any follow-up group. It is therefore important to try to determine if there are some ways in which the anonymous group is unrepresentative of the total sample. The results ofthis study indicate that the anonymous group tend to be more lonely and more likely to withhold information than the nonanonymous group. However, it would seem that follow-up studies would not be seriously invalidated by the non-availability of the anonymous group. A possible explanation of the role of anonymity in suicidal calls is presented, and the results are further discussed in terms of a counselling approach for anonymous suicidal callers and implications for further research.
Resume
Dans les centres telephoniques de detresse les clients qui choisissent de demeurer anonymes ne peuvent etre integres dans aucun groupe de surveillance. II est alors important d'essayer de determiner quelques moyens, s'il en existe, par lequel ce groupe anonyme n' est pas caracteristique de l'ensemble de cet echantillonage. Les 
